Introduction
Primary appendicitis epiploicae is a rare condition.' There have been no At laparotomy the vermiform appendix, right ovary and uterus were found to be normal. There was a mass in the right iliac fossa consisting of loops of small bowel and inflamed omentum wrapped around the caecum. Small bowel and omentum were freed by blunt dissection, revealing a firm, plum-coloured lesion (8 cm diameter) on a pedicle from the caecum (Figure 1) . A malignant process was initially suspected and frozen section was carried out. This showed that it was an appen- Figure 1 An appendix epiploicae, arising on a narrow pedicle from the caecum, which had undergone torsion and haemorrhagic infarction. dix epiploicae which had torted and udci-rgone haemorrhagic infarction. This was excised and definitive histology showed adipose tissue which had undergone infarction with secondary haemorrhage. Inflammatory changes were noted within the walls of deep vessels. Histology of the appendix, which was removed routinely, showed old appendicitis. Postoperative recovery was uneventful.
Discussion
Appendicitis epiploicae is a rare condition. The relative incidence compared to acute vermiform appendicitis is 0.2%.3 The largest reported series in the English language is 13 cases encountered over a 14 year period.2 The only such case report4 in the last 30 years may have been secondary to diverticulitis, as there was an underlying diverticulum and there was no torsion. Also the lesion was not excised and there was no histology performed. In this decade, there have been only three individual case reports in the non-English literature, 5,6 and one series of 28 cases encountered over a 20 year period. 7 Appendices epiploicae are fat-filled, serosacovered appendages of the colon present in two rows with a total of about one hundred.8 Most cases of appendicitis epiploicae are caused by torsion which comprises or strangulates the blood supply.9 The actual twist may not always be demonstrated at surgery. There may be varying degrees of torsion from sudden complete torsion to insidious twisting, which will give rise respectively to inflammatory changes and symptoms from acute to chronic.10 A number of aetiological factors which might predispose to torsion have been postulated. There is usually a narrow base to the appendix epiploicae, allowing it to rotate. Since a large percentage of the cases reported have been overweight,1" it is likely that obesity plays a part in the pathogenesis. Appendices epiploicae, hypertrophied as a result of obesity, are more likely to swing freely. Some cases of appendicitis epiploicae present in an inguinal or femoral hernia: torsion may be explained by the appendix twisting on entrance to the hernial ring during an episode of coughing. 2 The site of the colon most commonly affected is the sigmoid and caecum, but it may occur on any part. It occurs predominantly in the age range 20-50 years. The only report in a child was of an extremely obese 12 year old.1 Although appendices epiploicae are first formed at 4 months gestation, they remain rudimentary until adult life.8 While in a review of the literature there was an equal incidence between the sexes,2 Szunyogh et al. found a female/male ratio of 5: 1 in their series of 28 patients.7
The most common presenting symptom is acute moderate to severe lower abdominal pain, more often on the left than on the right. It may be colicky or constant in nature. The pain has usually been present for less than a week (two thirds of patients), but in some it may have been present intermittently over several months. Vomiting occurs in a third of patients, and nausea alone in a sixth. Bowel habit is rarely altered. There is usually localized tenderness and guarding, but generalized tenderness or rebound tenderness are unusual. An abdominal mass is palpable in one third of cases. The temperature and white cell count are usually only marginally elevated, and often normal.
There are no pathognomonic features of primary appendicitis epiploicae. The most commonly made preoperative diagnoses are acute vermiform appendicitis (60%), diverticulitis (13%), torsion of an ovarian cyst (6%), or cholecystitis (3%).1 A correct preoperative diagnosis is rarely made.12 In some cases, primary appendicitis epiploicae may be completely asymptomatic, and the lesion may be encountered by the surgeon while performing a laparotomy for another condition. In this situation the lesion may be confused with a neoplastic process' (as in our second case report) and a frozen section is necessary to reach the diagnosis.
In most untreated cases, the acute inflammatory phase is followed by aseptic necrosis with subsequent exfoliation and healing. However, the inflamed appendix epiploicae may become adherent to loops of bowel or mesentery, causing intestinal obstruction, usually of the small bowel. This occurs in 10% of cases and is associated with a high mortality.2 Rarely, secondary infection of an infarcted appendix epiploicae may cause an intraabdominal abscess or generalized peritonitis. 13 The treatment of choice for primary appendicitis epiploicae consists of simple ligation and excision.4 It has been noted that mesenteric blood vessels loop into the base of appendices epiploicae before supplying the adjacent bowel wall.8'14 However, no cases of compromised viability of the intestinal wall have been reported as a result of excision of an appendix epiploicae. If an underlying colonic diverticulum is accidentally transected, the stump should be oversewn and inverted.
